suggests a direct action on bone, as has been shown in tissue culture. 5 The previous thyroidectomy and parathyroid removal, with the lack of response to calcitonin, indicate that the reduction in bone resorption could not have been mediated by a reduction in parathyroid hormone secretion or rise in endogenous calcitonin. It is unlikely that developing hypothyroidism played any major part in the action of hydrocortisone on bone resorption in this patient, since the response to hydrocortisone was rapid and the plasma half life of T4 is of the order of 6-7 days. Indeed, after the initial withdrawal of the thyroid supplements there was a steady increase in bone resorption until the administration of hydrocortisone.
I Dent, C E, British MedicalJournal, 1956, 1, 230. 2 Storey, E, Endocrinology, 1961, 68, 533. 3Gallagher, J C, et al, Clinics in Endocrinology and Metabolism, 1973, 2, 355 Uterine pressure is recorded, using polyvinyl intrauterine catheters, in many obstetric units practising active management of labour. It carries only a small risk to mother or fetus.' There have been only sporadic reports of uterine perforation or disruption of fetal vessels.2-4 A case has been described of umbilical cord entanglement. We report a similar experience.5
Case report
The patient, a 31-year-old primigravida, had conceived after 10 years of voluntary infertility. She was admitted at 38 weeks' gestation for rest and observation because of pre-eclampsia. The results of tests for fetal welfare were satisfactory. Labour was induced at term by artificial rupture of the membranes and intravenous oxytocin. A fetal scalp electrode was applied and an intrauterine pressure catheter introduced to 15 cm by the standard technique. The fetal heart rate at that time was normal. Initial progress in labour was slow but acceptable. A lumbar epidural block provided analgesia. After several hours of strong contractions variable decelerations of the fetal heart rate (FHR) were noted (figure) and the progress of labour was uny~~~~~~~~~~p
Recording showing variable decelerations of fetal heart rate due to compression of umbilical cord. Attempted removal of intrauterine catheter produced sharp (arrow) and sustained fall in rate.
satisfactory. It was decided to perform lower-segment caesarean section. An attempt to remove the intrauterine catheter met with resistance and coincided with a sharp fall in the FHR, which recovered after several minutes. When the patient was anaesthetised a further attempt to withdraw the catheter was made but abandoned. A fresh stillborn infant weighing 3560 g was delivered.
At operation the catheter was found to be acutely kinked and entangled in the umbilical cord, which was compressed.
Comment
Usually intrauterine pressure monitoring using a polyvinyl intrauterine catheter is safe. In our case we did not appreciate that the catheter was compressing the cord during labour, producing variable deceleration of the FHR. Trying to remove it led to intrauterine asphyxia and fetal death. If variable decelerations in FHR occur with an intrauterine catheter in situ umbilical cord compression by the catheter should be considered. When a gentle attempt to remove the catheter meets with resistance or produces further deceleration of the FHR further attempts to remove it should not be made.
IRoux, J F, Newman, M R, and Goodlin, R C, CRC Critical Reviews in Bio-engineering, 1975 
Cerebral metastases in testicular teratoma are usually associated with progressive disease elsewhere, particularly in the lungs. They arise most often in those patients with trophoblastic tumours. Trophoblastic teratomas are often difficult to control,4 but when metastatic disease in sites other than the brain has responded to treatment an aggressive combined approach to residual brain deposits may be justified. As the treatment of testicular tumours continues to improve such cases may be recognised more often.
Lymphoproliferative disease in two sisters
Several instances of families with several members with chronic lymphatic leukaemia (CLL) have been described.' 2 Apparently, however, few if any such families have been investigated by modern immunological methods that distinguish different varieties of CLL. We report here the cases of two sisters in a family who had lymphocytosis of CLL type one of whom had the characteristics of ordinary CLL and the other of prolymphocytic leukaemia. The two sisters were from a family of eight children, including five sisters. The parents were not known to be related. One sibling had a carcinoma of colon but, apart from the sisters investigated, the others had unremarkable medical histories. 
Comment
The relationship of CLL, prolymphocytic leukaemia, and lymphosarcoma cell leukaemia to one another is not clear. The simultaneous occurrence of two forms of lymphoproliferative disease in two sisters seems more likely to be associated with some inherited instability of the lymphocyte system rather than to be fortuitous. The investigation of further families by modern immunological methods may contribute to our understanding of these conditions. We thank the late Dr R D Popham, of Bury General Hospital, for first drawing our attention to these patients; Dr Grimshaw, of Rossendale
